Abstract A simple technique is described for the transcieral drainage of subretinal fluid during retinal detachment repair. In a prospective study of 94 consecutive suture needle drainage procedures subretinal fluid was successfully drained in 91 cases. There were six 'significant' subretinal haemorrhages associated with the procedure, but none was subfoveal in location or directly compromised the surgical outcome. In no case was retinal incarceration or retinotomy observed. (BrJ Ophthalmol 1993; 77: 428-429) The site of SRF drainage was preselected using indirect ophthalmoscopy to locate an area with relatively deep subretinal fluid away from large choroidal vessels and any proposed site of cryotherapy for break sealing. The site was usually just above or below one of the horizontal rectus muscles behind the equator. The suture needle was grasped in a needle holder 2-3 mm from its distal tip and plunged firmly (normal to the sclera) through the full thickness of the ocular wall. After a momentary pause, it was removed to allow SRF egress. The puncture was repeated at other sites if initially unsuccessful.
Transcleral drainage of subretinal fluid (SRF) during retinal detachment repair may be associated with significant morbidity, the major complications being subretinal and choroidal haemorrhage, retinal incarceration, and retinal perforation. ' The site of SRF drainage was preselected using indirect ophthalmoscopy to locate an area with relatively deep subretinal fluid away from large choroidal vessels and any proposed site of cryotherapy for break sealing. The site was usually just above or below one of the horizontal rectus muscles behind the equator. The suture needle was grasped in a needle holder 2-3 mm from its distal tip and plunged firmly (normal to the sclera) through the full thickness of the ocular wall. After a momentary pause, it was removed to allow SRF egress. The puncture was repeated at other sites if initially unsuccessful.
Immediately SRF drainage had been confirmed by external inspection, a high intraocular pressure (IOP) was achieved by indenting the sclera. The drainage site was inspected internally by indirect ophthalmoscopy and was usually evident as a small white spot marking the defect in the pigment epithelium and choroid. Any intraocular haemorrhage was noted and, if present, particular attention was paid to maintaining an elevated IOP in order to facilitate local haemostasis, to encourage outflow of any haemorrhage along with SRF, and to discourage gravitational tracking of subretinal haemorrhage towards the posterior pole by reattaching the retina. A subtle rippling motion of the retina was seen as SRF drained, and the retina was inspected for signs of incarceration. In eyes with a large volume of SRF drainage, air or an SF6:air mixture was injected intravitreally to help sustain a high IOP and for postoperative break tamponade. The sclerotomy was self sealing and did not require suturing; cryotherapy of the puncture site was avoided.
Results Suture needle drainage of SRF was attempted in 94 operations and was successfully achieved in 91 instances. In the majority of cases, satisfactory drainage was accomplished with a single perforation but 20 cases required multiple perforations. In two of the unsuccessful cases three attempts at drainage were made; in one of these, failure was almost certainly due to choroidal detachments which were not compensated for by increasing the depth of needle insertion to reach the overlying SRF. The third failure involved a longstanding retinal detachment with probable viscous SRF; a single drainage attempt was made before completing a successful non-drainage buckling procedure.
Haemorrhage into the subretinal space occurred in the course of 13 procedures. In seven, 'minor' haemorrhage was noted at the Suture needle drainage ofsubretinalfluid of the retinal reattachment procedure."I Differences in incidence will also depend on whether this complication of surgery is studied prospectively or retrospectively; Table 2 documents the incidence of haemorrhage in this and in other published series. It is our judgment that the frequency of 'significant' haemorrhage complicating suture needle SRF drainage is comparable with other techniques.
The risk and extent of haemorrhage into the subretinal space with suture needle drainage can be reduced by maintaining a high IOP, by sharp sclerochoroidal penetration (minimising traction on choroidal vessels), and by siting the perforation away from large choroidal vessels. The least risk of haemorrhage is apparent using the D-ACE surgical sequence (Table 1) -that is, SRF drainage before cryotherapy and other surgical manipulation of the globe."2 1 Three of the six 'significant' subretinal haemorrhages in this series occurred during re-operations wherein choroidal hyperaemia may have been a contributing factor. Given the immense practical advantages of the suture needle drainage technique -it is quick, simple, easy to teach and inexpensive -we recommend wider adoption of this method of SRF drainage provided due attention is paid to the avoidance of hypotony throughout the re-attachment procedure.
